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Barriers to Children Walking and Biking to School -United States, 1999
Physical activity is an important part of a healthy lifestyle; however, many children in the United States do not meet recommended levels of physical activity (1) . Although walking and biking to school can increase physical activity among children, motor-vehicle traffic and other factors can make these activities difficult. The majority of U.S. children do not walk or bike to school, approximately one third ride a school bus, and half are driven in a private vehicle. Less than one trip in seven is made by walking or biking (2) . To examine why the majority of children do not walk or bike to school, CDC analyzed data from the national HealthStyles Survey. This report summarizes the results of that analysis, which indicate that long distances and dangerous motor-vehicle traffic pose the most common barriers to children walking and biking to school. Public health and community-based efforts that encourage walking and biking to school should address these barriers ( Figure 1 ).
CDC provides technical assistance to Porter/Novelli (Washington, D.C.) in conducting the HealthStyles Survey, an annual mail survey of health-related attitudes and behaviors in the United States. In 1999, investigators solicited 3,550 households that had previously indicated a willingness to respond to survey questions. This sample was selected as representative of the U.S. population on the basis of eight demographic variables: age, sex, marital status, race/ethnicity, income, region, household size, and population density. A total of 2,636 (74%) households responded; the 749 (28%) households with children aged 5-18 years were asked 1) if their youngest child walked or biked to school at least once a week during the preceding month, and 2) whether any of six specified conditions made it difficult to do so: traffic danger, crime danger, long distances, weather, opposing school policy, or other reasons. Respondents also had the option of stating that their children had no barriers to walking or biking to school. Results were weighted to match population distribu- Photo/CDC FIGURE 1. Road sign denoting a safe walking route to a local school, one of many efforts by communities nationwide to facilitate walking and biking to school tion in the United States by using the eight demographic variables.
Of the 611 respondents, 19% reported children walking and 6% reported children biking to or from school at least once a week during the preceding month. Frequency of walking and biking trips ranged from zero to >10 times a week (mean frequency: six one-way trips a week). These trips represented 14% of all school trips (11% walking and 3% biking). The proportions of primary school-aged children walking (18.6%) and biking (5.7%) to school were similar to those of secondary school-aged children walking (19.6%) and biking (5.7%) to school.
Reported barriers to walking and biking to school included long distances (55%; 95% confidence interval [CI]=+4%), traffic danger (40%; 95% CI=+4%), adverse weather conditions (24%; 95% CI=+3%), crime danger (18%; 95% CI=+3%), opposing school policy (7%; 95% CI=+2%), or other reasons (26%; 95% CI=+3%) ( Figure 2 ). A total of 16% (95% CI=+3%) reported no barriers to their children walking or biking to school.
Of the 16% of respondents who reported no barriers, 64% reported children walking, and 21% reported children biking to or from school at least once a week during the preceding month. Children with no barriers were six times more likely to walk or bike to school than the rest of their peers aged 5-18 years with one or more barriers.
A total of 66% of the children were primary school-aged (aged 5-11 years); 34% were secondary school-aged (aged 12-18 years). Reported barriers for primary school-aged children were compared with those for secondary school-aged children ( Figure 3 ). Proportions were similar for distance, weather, opposing school policy, and other reasons. The proportion of respondents reporting no barriers to their children walking or biking to school was the same for both age groups. However, primary school-aged children reportedly faced barriers of traffic danger and crime danger significantly more than their older peers.
This pool of respondents might not represent the overall attitudes and behaviors of U.S. households.
Improving traffic safety is crucial for programs that encourage children to walk or bike to school. To advance local pedestrian and cyclist safety initiatives, CDC research and surveillance data have been used to 1) formulate guidelines for age-appropriate child-pedestrian supervision (7), 2) support bicycle-helmet promotion, and 3) outline national strategies for advancing both child-pedestrian and bicycle safety (8,9).
Many U.S. communities are facilitating walking and biking to school by addressing traffic safety concerns, mapping safe routes to local schools, building new schools in residential neighborhoods, and involving parents in programs such as Walking School Bus, Bike Trains, and Walk to School Day. The Marin County Safe Routes to School program in California is an ongoing effort developed by the Marin County Bicycle Coalition, funded by the National Highway Traffic Safety Administration and other state and local sources, and assisted by numerous parent volunteers. The Marin County program reported a 57% increase in walking and biking to school in its first year (10). Efforts focused on creating safe and accessible routes for children walking and biking to school promise the additional benefit of producing neighborhoods that ensure safer walking and biking for all ages.
Additional information about programs and resources for promoting safe walking and biking to school is available at the following websites: http://www.cdc.gov/nccdphp/dnpa/ kidswalk/fact_sheet.htm and http://www.cdc.gov/ncipc at CDC, http://www.walktoschool-usa.org at Walk to School Day-USA, and http://www.safekids.org at the National SAFE KIDS Campaign.
School Transportation ModesGeorgia, 2000
Moderate physical activity (e.g., walking or bicycling) offers substantial health benefits (1-3). Physical activity is especially important for young persons not only because of its immediate benefits but also because participation in healthy behaviors early in life might lead to healthier lifestyles in adulthood (4) . Persons aged >2 years should engage in >30 minutes of moderately intense physical activity on all or most days of the week (1). However, sedentary after-school activities (e.g., watching television or using computers), decreased participation in physical education, and fewer students walking or riding their bicycles to school might contribute to the high rate of childhood obesity (5) . Walking to school provides a convenient opportunity for children to be physically active. To examine modes of transportation to school for Georgia children, the Georgia Division of Public Health analyzed data from the Georgia Asthma Survey conducted during May-August 2000. This report summarizes the results of that analysis, which indicate that <19% of Georgia schoolaged children who live <1 mile from school walk to school the majority of days of the week. Statewide surveillance data of school transportation modes should be collected to monitor prevalence of walking to school.
Data on modes of transportation to school were collected as part of the Georgia Asthma Survey, a statewide, representative, random-digit-dialed telephone survey of Georgia households with children conducted during May-August 2000. A parent or caregiver in households with at least one child aged <18 years reported on all children residing in the home. A total of 1,503 households were sampled, representing 2,700 children. The response rate was 60%. Respondents were asked about the mode of transportation to school and the distance between home and school rounded to the nearest mile. Weighted percentages were obtained using by SAS and SUDAAN. The analysis was limited to school-aged children under the driving age, which resulted in a sample of 1,656 children aged 5-15 years who attended school. Additional analyses were performed for a subset of children (n=315) who lived <1 mile from school.
Of 1,656 children aged 5-15 years included in the survey, 64 (4.2%) (95% confidence interval [CI]=2.9%-5.5%) walked to school the majority of days of the week, 775 (48.9%) (95% CI=45.7%-52.1%) rode a school bus, and 755 (43.3%) (95% CI=40.4%-46.8%) were driven to school by an adult. The remaining 62 (3.6%) (95% CI=2.5%-4.7%) were homeschooled, rode a public bus, were driven by another student, used some other mode of transportation, or used a method of transit that the caregiver either declined to identify or did not know. Of the 315 (19.0%) children who lived <1 mile from school, 56 (18.6%; 95% CI=12.8%-24.4%) walked to school the majority of days of the week, 106 (33.4%; 95% CI=26.3%-40.5%) rode a school bus, 132 (41.9%; 95% CI=34.6%-49.2%) were driven to school by an adult, and 21 (6.1%; 95% CI=2.6%-8.5%) were home-schooled, rode a public bus, were driven by another student, used some other mode of transportation, or used a method of transit that the caregiver declined to identify or did not know. Older children were more likely to walk to school than younger children, and non-Hispanic black children were more likely to walk to school than children of other racial/ethnic groups. However, these comparisons and those between sexes and between urban and rural residents were not statistically significant (Table) .
Editorial Note: Fewer than 19% of Georgia's school children who lived <1 mile of school walked to school the majority of days of the week. One of the national health objectives for 2010 is to increase the proportion of children's trips to school <1 mile made by walking from 31% to 50% (objective 22.14) (6) . Walking has gained increased attention as an important way for persons to make physical activity a part of their daily routines. Walk-to-school programs have been developed to promote increased physical activity and safety by encouraging children to walk and bicycle to school in groups supervised by an adult and to encourage communities to develop safe routes to school. Georgia ranks 39th in level of physical inactivity among school-aged children, probably contributing to the state's relatively high level of obesity; Georgia's rate of obesity more than doubled during 1991-2000 (7) . In addition, data on school transportation modes in Georgia indicate that the proportion of children walking to school on the majority of days of the week for all school trips and walking by children who live <1 mile from school are below both the Nationwide Personal Transportation Survey (NPTS) national average and the national health objective for 2010 (6, 7) .
For children who live <1 mile from school, unsafe routes and social or cultural norms (e.g., reliance on motor-vehicle transportation) might be reasons for not walking to school. More research is needed to identify the social and environmental determinants or correlates of walking to school.
The findings in this report are subject to at least two limitations. First, the distance between school and home was reported to the nearest mile, so children classified as living <1 mile from school could have lived <1.5 miles from school. Because of rounding, the average distance walked could not be calculated accurately. Second, these data cannot be compared directly with data collected from NPTS because of differences in methodology. The Georgia Asthma Survey asked for each child's mode of transportation to school on the majority of days of the week, and NPTS respondents were asked to provide information, including the purpose of the trip, distance traveled, and travel mode on all travel during a randomly selected 24-hour period. Data on the prevalence of different modes of transportation to school are typically not available at the state or local level. Such information is important for planning and evaluating programs designed to increase children's physical activity. In Georgia, two questions were added to a more extensive survey about childhood asthma. In the fall of 2002, the Georgia Asthma Survey will collect data on barriers to walking and bicycling to school in addition to modes of transportation to school.
Georgia school boards are not mandated to require physical education for all students. Because children have fewer opportunities to be active physically, innovative approaches are needed to encourage children to establish active lifestyles and healthy behavior. Walking to school is an easily understood activity with historic precedent and potential benefits beyond increased physical activity, including reduced reliance on motor-vehicle transport and increased opportunities to teach children safe pedestrian skills. Editorial Note: This report documents frequent discrepancies between the results of H. influenzae slide agglutination serotyping obtained by state health department laboratories participating in the ABCs system and results obtained by CDC. Using PCR capsule typing as the reference standard demonstrates that nontypeable H. influenzae isolates were disproportionately misidentified by slide agglutination serotyping. All 79 isolates that were nontypeable by PCR lacked the bexA capsular export gene, proving that they were unencapsulated organisms and indicating that variable expression levels of capsular polysaccharide were not responsible for the discrepancies (6). As Hib disease declines, state health department laboratories perform slide agglutination serotyping less frequently, which might explain incorrect serotyping of nontypeable H. influenzae isolates.
Using standardized procedures and quality control reduced the number of discrepancies. For example, when three state health department laboratories conducted H. influenzae serotyping after receiving standardized reagents and protocols, >95% of slide agglutination serotyping results agreed with slide agglutination serotyping and PCR capsule typing results performed by CDC (7). Slide agglutination serotyping performed by CDC correlated 100% with PCR capsule typing results. These results indicate that slide agglutination serotyping remains a valid and reliable method. To improve reproducibility, laboratories should adhere to standard H. influenzae slide agglutination serotyping procedures. Compared with slide agglutination, the PCR approach appears sensitive and specific. Because the PCR approach might resolve serotyping inconsistencies, further evaluation of this approach might be beneficial.
In this study, of 40 H. influenzae isolates reported to CDC during 1998-1999 as serotype b, 28 (70%) were identified incorrectly by slide agglutination serotyping. Discrepancy rates varied substantially among the seven state health department laboratories. Consequently, these findings cannot be extrapolated beyond the ABCs sites. During October 2002-September 2003, CDC requests state health department laboratories to send all H. influenzae isolates associated with invasive disease among children aged <5 years, along with the surveillance forms, to CDC for slide agglutination serotyping and PCR capsule typing to confirm H. influenzae serotypes. Additional information is available from CDC's Meningitis and Special Pathogens Branch, telephone 404-639-1380.
As the burden of Hib disease declines in the United States, determining the serotypes of H. influenzae isolates associated with invasive disease becomes increasingly important. Accurate laboratory information is essential to assess progress toward Hib elimination and to monitor the emergence of replacement Hi disease associated with other serotypes. 
United States
During the reporting period of August 8-14, a total of 44 laboratory-positive human cases of WNVassociated illness were reported from Mississippi (n=20), Louisiana (n=14), Alabama (n=three), Texas (n=two), Florida (n=one), Illinois (n=one), Indiana (n=one), Massachusetts (n=one), and the District of Columbia (n=one). During the same period, WNV infections were reported in 382 dead crows, 310 other dead birds, 52 horses, and 362 mosquito pools.
During 2002, a total of 156 human cases with laboratory evidence of recent WNV infection have been reported from Louisiana (n=85), Mississippi (n=48), Texas (n=14), Alabama (n=three), Illinois (n=two), Florida (n=one), Indiana (n=one), Massachusetts (n=one), and District of Columbia (n=one). Nine deaths have been reported from Louisiana (n=seven) and Mississippi (n=two). Among the 154 patients with available data, the median age was 54 years (range: 3-94 years), and the dates of illness onset ranged from June 10 to August 13.
In addition, 1,458 dead crows and 1,137 other dead birds with WNV infection were reported from 37 states, New York City, and the District of Columbia ( Figure 1 ); 139 WNV 
Mississippi
During July 1-August 14, the Mississippi State Department of Health (MSDH) identified 48 human cases with laboratory evidence of WNV infection ( Figure 2 ). Using the surveillance case definition, 31 cases were laboratory confirmed and 17 were probable. Of the two reported deaths, one was attributed to WNV infection; the second is under investigation.
The 48 patients had a median age of 55 years (range: 3-89 years); 58% were male. Initial clinical data indicate that 46 (96%) of the patients had WNV-associated meningoencephalitits. The two remaining cases are under evaluation. Of Mississippi's 82 counties, 43 (52%) have reported WNV activity (positive animal, mosquito, or human cases). Human cases occurred among persons in 17 counties, with 20 (42%) cases reported from Hinds county, located in the most populated portion of the state. The attack rate for the state is 1.7 per 100,000 population, and that for Hinds county is 8.0.
Since May 1, 2002, MSDH has conducted active hospitalbased surveillance, and this activity was responsible for identifying the incident human case with an onset date of June 24. Additional surveillance methods include dead bird reporting and testing, wild bird serosurveys, mosquito trapping and testing, and testing of sick equines. Testing of dead birds is limited to blue jays and crows; approximately 90% of the WNV-positive findings have been in blue jays. All mosquito pools that have tested positive for WNV were Culex quinquefasciatus.
Few local areas in the state conduct any type of mosquito control (i.e., surveillance, dipping, larvaciding, and adulticiding). To enhance mosquito-control activities in affected areas, MSDH and the Mosquito and Vector Control Association are sponsoring mosquito-control workshops for elected officials and public workers. The workshops are intended to provide training and technical assistance for public officials and workers responsible for mosquito control.
In addition to intensified mosquito-control efforts, response to the outbreak has included community awareness and education, including the launch of the Fight the Bite campaign to promote self-protection and source reduction; physician education; and enhanced surveillance in areas with human cases. Veterinarians have been encouraged to submit specimens from clinically ill equines for free testing by MSDH.
Additional information about MSDH WNV surveillance and prevention activities is available at http:// www.msdh.state.ms.us. Additional information about WNV activity is available at http://www.cdc.gov/ncidod/dvbid/ westnile/index.htm and http://www.cindi.usgs.gov/hazard/ event/west_nile/west_nile.html.
Notice to Readers
Recall of LCx® Neisseria gonorrhoeae Assay and Implications for Laboratory
Testing for N. gonorrhoeae and Chlamydia trachomatis
On July 18, 2002, Abbott Laboratories (Abbott Park, IL) initiated a voluntary recall of its LCx® Neisseria gonorrhoeae Assay (List Numbers 8A48-81 and 8A48-82) because, during routine quality assurance testing, several reagent lots failed to meet the analytical sensitivity described in the product insert.
The cause of the failure is under investigation by the company. Abbott Laboratories has sent a letter to its customers informing them of this recall and the specific reagent lot numbers not meeting the analytical sensitivity.
The possibility of false-negative results for specimens tested with affected lots has prompted the following actions:
1 
Notice to Readers
Working with Communities for Environmental Health Satellite
Broadcast and Webcast CDC and ATSDR will present "Working with Communities for Environmental Health," a live, interactive satellite broadcast and webcast on September 12, 2002, from 1:00-3:30 p.m. (EDT). Participants will learn ways to increase their effectiveness when planning, implementing, and evaluating work with communities. The program will feature a question-and-answer session in which participants nationwide can interact with the course instructors through toll-free telephone lines. Registered participants will receive a free health-education planning kit after the program. The program is designed for health educators; public and environmental health professionals; state, county, and local health agency officials and staff; nurses and nurse practitioners; health-care providers; school health personnel and teachers; managed care group personnel; and personnel from academia.
Additional information about program content, registration, course materials, continuing education credit, and accessing the live webcast is available at http:// www.phppo.cdc.gov/phtn/envedu. Information about registration is available from CDC, telephone 800-418-7246 or 404-639-1292.
Notice to Readers
Epidemiology in Action
CDC and Emory University's Rollins School of Public Health will cosponsor a course, "Epidemiology in Action," from November 12-22, 2002, at CDC and Emory University campuses. The course is designed for state and local public health professionals.
The course emphasizes the practical application of epidemiology to public health problems and will consist of lectures, workshops, classroom exercises (including actual epidemiologic problems), and roundtable discussions. Topics covered include descriptive epidemiology and biostatistics, analytic epidemiology, epidemic investigations, public health surveillance, surveys and sampling, Epi Info 2000 (Windows ® version) training, and discussions of selected prevalent diseases. There is a tuition charge.
Deadline for application is October As above.
Replace dressing when the catheter is replaced, or when the dressing becomes damp, loosened, or soiled, or when inspection of the site is necessary.
Replace gauze dressings every 2 days and transparent dressings every 7 days on short-term catheters.
Replace the dressing when the catheter is replaced, or when the dressing becomes damp, loosened, or soiled, or when inspection of the site is necessary.
As above.
Not applicable.
Replace intravenous tubing, including add-on devices, no more frequently than at 72-hour intervals unless clinically indicated. Replace tubing used to administer blood, blood products, or lipid emulsions within 24 hours of initiating the infusion.
No recommendation for replacement of tubing used for intermittent infusions. Consider short extension tubing connected to the catheter to be a portion of the device. Replace such extension tubing when the catheter is changed.
Replace the intravenous tubing at the time the transducer is replaced (i.e., 72-hour intervals).
Replace intravenous tubing and addon devices no more frequently than at 72-hour intervals. Replace tubing used to administer blood products or lipid emulsions within 24 hours of initiating the infusion.
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